INTRODUCTION
It cannot be too often or too forcibly brought home to us that the hope of the profession is with the men who do its daily work in general practice. (William Osler, The evolution of internal medicine) 1 Why did Osler feel the need to specify the value of general medical practice in such vociferous terms? Writing at the birth of both modern medicine and modern medical education, perhaps he was already conscious of the devaluation of primary care (provided by general practitioners [GPs] ) that accompanied the development of specialist practice in secondary care. 2 In this paper, we explore the long-standing tension between the two different paradigms of primary and secondary care medicine and delve into the implications of this relationship for health care educators and learners. Using a sociocultural perspective, we examine the differences between primary and secondary care medicine in terms of power, learning and identity. We explore the nature of conflict across the primary-secondary care interface, together with its roots. We look at the documented effects on students and trainees of such inequality, and consider how acknowledging this power gradient may be the first step to bringing about change. We argue that although clinicians work with tension at the primary-secondary care interface every day, medical education has yet to fully address the hegemonic nature of hospital work. In making this classic tension in health care education more visible, we hope to alert readers to its presence within clinical environments and to the need to 'check your privilege': to practise critical reflexivity in learning relationships. POSITIONALITY JLJ is a senior lecturer in general practice based in the UK, who practises part-time and coordinates the teaching of general practice to undergraduates at her institution. DB has a background in general practice in the UK and is currently head of the Medical Education Unit and MB programme director at an Irish medical school. Both have worked as clinicians in a variety of primary and secondary care settings.
DEFINITION OF TWO PARADIGMS
Throughout this paper, we cast primary and secondary care as linked but nevertheless distinct paradigms of medicine. Their different history, focus, culture and practice leads to practitioners of each developing separate identities, and even fundamentally different philosophies and ways of knowing medicine (epistemologies). Primary care is here defined as the first, community-based point of medical contact, 3 with secondary care being more specialised and offered in hospital settings.
In the UK, Ireland and Canada, primary care is located foremost within general medical practice (family medicine) and is therefore often used (as in Osler's quote above) interchangeably with clinical generalism, whereas secondary care is synonymous with specialisation. In other nations, such as the Netherlands or the USA, some medical practitioners situate themselves within communitybased primary care but also within a clinical specialty, such as paediatrics or geriatrics. Other primary care health care professionals beyond medicine include community pharmacists, district nurses, dentists and physiotherapists, among others. One important characteristic of primary care is that it is not just practised, but also embedded in local communities. There are other commonalities across the different contexts: it is often seen as being the 'coal face', by dint of being the first point of access, and consequently defined by complexity, uncertainty and relational care. 4, 5 Primary care is longitudinal, diverse and responsive to public health needs, dealing with acute, chronic and undifferentiated illness.
The conflict between these two medical paradigms has, as may be inferred from the Osler quote, deep historical roots. In the late 19th century, the establishment of Johns Hopkins School of Medicine integrated the medical school and modern teaching hospital, creating a template that firmly situated 'excellent' medical education within secondary (hospital) care. 6 In keeping with the rising discourse of bioscience as the basis of medicine, secondary care was thus positioned as the domain of clinical excellence, expertise and difficult cases. By comparison, GP work required only the basic medical degree and was seen as dealing with 'simpler' problems. 2, 7 This discourse later dominated the post-Flexner era, and still remains heavily influential in maintaining a power differential between medical practitioners in primary and secondary care. In the UK, it would be the 1950s before primary care became professionalised, with the creation of the Royal College of General Practitioners, 8 and it was the 1970s before the establishment of mandatory vocational training. Similar movements occurred contemporaneously across Europe and North America, but inequalities in status remain current. 9 During this time the philosophy of primary care was debated and refined, forming a distinctly different discourse of medical practice to that of secondary care. 5 Integration of this newer perspective into undergraduate medical education has been slow, despite various reports recommending it. Thus, the stage was set for the tensions that exist today between primary and secondary care.
In terms of epistemology, each paradigm has developed its own way of knowing medicine. General practice trainees are often taught the truism that in primary care they learn by encountering different illnesses in the same patients, whereas secondary care specialists learn from seeing the same illness in different patients. 10 General practice consultations are strongly mediated by communication and relationships with patients and are geared towards the safe management of uncertainty. In GP training in the UK considerable time is spent on refining consultation skills and relational care as part of the clinical toolbox, and therefore this form of practice has become embedded as an important part of developing the identity of general practice. 9, 10 Accepting uncertainty is also a key tenet of primary care practice. By comparison, a trainee in UK hospital medicine is socialised into a more technical practice, and their identity and practice as a clinician are mediated by the use of laboratory tests and imaging as they work to increase certainty and reject uncertainty.
FIGURED WORLDS OF TWO PARADIGMS
Already we can begin to see how these two different ways of knowing medicine could end up in conflict, with secondary care representing the 'neutral' scientific method and primary care utilising a more narrative patient-centred approach. Drawing on concepts from sociocultural theory (Holland's Figured Worlds [FWs] theory), 12 we can look in more detail at both the roots of paradigm conflict and its implications for health care education. Like other sociocultural theories, FWs theory connects learning with identity and every day on the ground practices. It also offers one useful way of conceptualising the influence of such disparate paradigms on learning and development, taking into account social influences, cultural environments and historical precedents. 13 Figured (cultural) worlds are broad, almost stereotypical, ideas of how particular arenas of life work, characterised by typical narratives and particular types of people, and ascribing value to certain actions and outcomes. They have an important role to play in helping people to develop a sense of belonging and work out what is possible for them.
14 Doctors in training are likely, for example, to develop a broad understanding of what primary care and secondary care are like: their FW of each. This provides them with a template against which they can measure themselves. Am I a primary care physician or a secondary care one? Am I more like a surgeon or a GP? Which of these worlds do I fit into, and which fits best into the life I want for myself? At its most straightforward, then, a FW is simply a frame for meaning making. It is a way to understand the world, and ourselves within it. It acts as a frame or backdrop against which to interpret stories of ourselves and others. Figured worlds theory is therefore a useful lens for interpreting the diversity of ways in which medicine is practised across different paradigms. It can also be used to consider how the structural and cultural privileging of secondary care might shape medical students' identities. 15 
LEARNING, IDENTITY AND FIGURED WORLDS
By looking at learning in this way, as a dynamic, sociocultural process, the learning environment gains greater significance. As medical students or trainee doctors move through clinical placements in primary and secondary care, they also move between FWs, and their sense of themselves will change in relation to their learning experiences within those worlds. Moving between different FWs, they encounter various discourses, which become integrated with their own internal dialogue. This allows them to develop a 'voice': a stance towards the nature of practice and what it means to be a good doctor. This stance is not simply a reproduction of an existing discourse, but may combine elements from different, and even conflicting, discourses. By spending time working within (and belonging to) a particular cultural world, students learn to prioritise actions and outcomes that are considered valuable within that world. 12 This might include consultation skills in general practice or increasing proficiency in craft specialties such as surgery.
In this way, identity is developed through practice. Learners come to evaluate themselves within a particular cultural framing, using it to organise their thoughts, ideas and actions. As part of the process of identity building, it is also possible for learners to reject the idea of themselves within a particular cultural world. For those who value a biomedical model of medicine, defined by scientific knowledge and skill, the focus on the consultation in primary care, with its relative rejection of the clinical gaze, may cause them to struggle to figure an identity as a family doctor. 16 However, even for students who do not identify with a career in primary or secondary care, there is still value in experiencing what it is like to work within both these worlds. Experiencing both allows learners to appreciate the differences between them, and exposure to the very different discourses associated with each may still influence their professional identity development. For example, a future surgeon might value technical skill (consonant with secondary care), but also come to integrate a patient-centred approach within his or her work. Furthermore, when such a surgeon evaluates primary care work, he or she will do so against the valued actions and outcomes of the appropriate cultural world.
TENSION AT THE PRIMARY-SECONDARY CARE INTERFACE
If learners can benefit from spending time working in both primary and secondary care, then the converse may also be true that, a lack of experience in both leads to gaps in professional understanding. The two paradigms and their associated cultural worlds are, as we have seen, very different. Hegemonic positioning of secondary care as 'superior', however, can mean that doctors who have not been exposed to primary care environments fail to appreciate the difference. In the UK and Ireland, all primary care doctors (including the authors) will have spent time working within secondary care. Indeed, this aspect of training is premised on the idea that excellent medical education occurs in secondary care settings.
However, a majority of those choosing secondary care careers will have no experience of primary care work beyond undergraduate placements in general practice. In the UK National Health Service (NHS), around 90% of patient contacts occur in primary care (general practice) 17 and the government aims for approximately 50% of graduates to enter general practice, 18 yet medical education still reflects a strong bias towards secondary care; a 2014 study found UK medical school curriculums delivering an average of 14% of teaching in general practice settings. 19 Yet for doctors who have experience of only one of these two major medical paradigms, it is difficult to conceptualise what the other is or how systems work within it.
The resultant misunderstanding of a paradigm is a common problem, leading to tension in both medical practice and medical education. In terms of clinical practice, the primary-secondary interface is a well-recognised pinch point for patient safety, yet both patients and doctors (including those in training) must navigate it routinely. 20, 21 Consider a patient who attends a GP with chest pain, is sent to the emergency department, admitted and finally discharged on a new regime of medication; there are multiple opportunities for miscommunication and critical error in moving from one paradigm to another and back again. Prescribing, social care and the transfer of crucial clinical information are some of the areas where critical incidents can easily occur. 22 In educational terms, a lack of awareness of the distinct cultural world of the 'other' can lead to actions being judged against inappropriate criteria. This has been most clearly documented in the negative experiences of GP trainees in secondary care. Alberti et al.'s 23 2017 survey of UK medical students found that 70% had experienced denigration of general practice within hospital settings. Johnston found that UK GP trainees working in emergency departments were socialised into constructing a 'good GP' as one who refers few patients and makes less work for the hospital. 24 Trainees also experienced conflict about their future identity as a 'good GP' as a consequence of related negative comments from consultant mentors. Trainees who had previously worked in primary care were able to compare this against the professional standards they had previously acquired and contest this way of thinking. 24 Several other studies have found that GP trainees working in hospital experienced undermining negative messages about their career choice: the 'just a GP' syndrome. 25, 26 Concerns about the quality of training in hospital for GPs have also been raised. 27, 28 From a FWs theory perspective, primary care trainees experience challenges to the development of their professional identity as a result of encountering such conflict at the primary-secondary care interface. This may not simply undermine trainees' commitment to a career in primary care, but also suggests that moving from hospital work to the relative greyness of the community will entail a significant paradigm shift. If primary care is figured only in relation to secondary care, then challenges lie ahead in becoming a competent primary care practitioner. Indeed, the historical tension between the two paradigms is reified and reproduced, as misunderstanding, tension and conflict become a normal part of working life. 24, 25 IMPLICATIONS FOR THE EDUCATIONAL AGENDA The implications for training and medical practice are several. Challenges to identity development as a primary care physician have implications for satisfaction, competent performance and retention. Despite improvements in its position in recent years, primary care's perceived lower status continues to be a thorny issue for recruitment into general practice training, as students and trainees are socialised into a system of medical education in which secondary care occupies a hegemonic position. 29 The choice of general practice as a career was found by Evans et al. 30 to be more likely to be made on lifestyle grounds, rather than on the grounds of clinical challenge or professional satisfaction. Petchey et al. echoed the finding that general practice was a second-choice career to be fallen back on after secondary care options were fully explored. 31 Additionally, they found that trainees constructed general practice by comparing it with the hospital experience; perhaps this is unsurprising, given that most of their experience in medicine was likely to have been hospital based. 31 There are separate implications for clinicians working in community-based primary care, but whose background is in medical specialties, such as geriatrics or paediatrics, whose cultural worlds also encompass secondary care practice. If adequate training and exposure to the primary care paradigm is not provided, then their medical practice will be informed by secondary care epistemology. Overdiagnosis is one real risk to patients from this way of knowing medicine, because the primary care population is notably different from the secondary care population. General practitioner trainees are often taught the popular saying 'horses are more common than zebras'. The trick for GPs is in spotting the hidden zebra, 32 but for hospital specialists based in primary care a significant concern is seeing stripes where there really are none.
In short, medical training needs to recognise and equalise these two different paradigms as philosophically and practically different, in order to produce better working across the interface between them. One final concept drawn from FWs theory offers cause for optimism that long-standing tensions may be resolved: conflicting perspectives between cultural worlds can in fact lead to change in existing practices and the generation of new worlds.
12 By recognising and working with points of difference, creating public spaces in which conflicting discourses come into contact, patients and doctors may significantly benefit from new and better ways of working.
EASING TENSIONS IN PRACTICAL WAYS
There are a number of possible practical initiatives that could contest the unequal status of primary care. Sociocultural context is crucial in influencing professional development, beginning with undergraduate medical training. Exposure to primary care (more and higher quality) during the undergraduate years has been associated with higher levels of recruitment. 33 This is especially important in the UK and Irish contexts at present, given that both are experiencing a crisis in the general practice workforce. 34, 35 In universities running traditional specialty-based programmes, primary care medicine is likely to be viewed as one specialty of many, and not as half of a whole. A shift towards a more integrated approach is likely to result in a better balance between the paradigms of primary and secondary care. Longitudinal integrated clerkships based on 'following patients' are gaining popularity and are one option.
Secondly, a review of postgraduate training structures has been sought by the Royal College of General Practitioners (RCGP), with an extension to GP training mooted in order to improve preparedness for practice and the overall esteem of the profession. 36 Ideally, GP trainees would spend most of their time training in general practice.
Within the exigencies of the UK NHS, this position is not likely to be tenable any time soon. Yet it is clear that greater support is required for primary care trainees working in hospitals. Makris et al. 37 found that trainees felt that secondary care supervisors did less well with portfolio entries compared with primary care supervisors. More time out in community practice, mentorship from peers and seniors and greater primary care input with training portfolios is likely to help.
Exposure of all doctors to the 'other side' should be seen as desirable. Steps have been taken to achieve this in the UK, with the expansion of the foundation programme. It is imperative that tensions at the primary-secondary care interface should be minimised in the name of good patient care. Experience is likely to reduce or remove paradigm misunderstanding from either side. 38 Primary care doctors need to understand what happens when their patients go into hospital, and hospital doctors need to understand that their patients have a context beyond their inpatient stay. A dialogic relationship between them is essential.
Beyond increasing exposure to the primary care paradigm, a simple acknowledgement of the longstanding power gradient is an important milestone on the road to equality. Hegemony is dangerous because it is so taken for granted. Challenging hegemonic status, therefore, means listening to other perspectives and a redistribution of power. Critical reflection by teachers in both paradigms on their work as role models is crucial. Making the two paradigms explicit in undergraduate and postgraduate training facilitates dialogue across them. Bringing out and 'playing with' tensions and contradictions may allow new, better ways of working to emerge. In JLJ's practice, she elicits students' experiences of negative attitudes across paradigms and works with them towards positive conceptualisations. Making the implicit explicit is an important part of countering hegemony.
Other practical teaching tools include facilitated case studies following patients' journeys across interfaces and considering how points of miscommunication or paradigm misunderstanding may impact their care. Being exposed to both GPs and other primary care-based professionals, such as through the teaching of undergraduate consultation skills, offers important exposure. Finally, doctors at all levels need to learn how to effectively manage the primary-secondary care interface and thus mitigate its risks. This may begin in the pre-clinical years but becomes critical when work on wards and in clinics begins. Mentorship and role modelling are, as always, important shaping forces.
We have outlined here two distinct paradigms of medicine, each with its own epistemology, culture and practice, and described how a sociocultural FWs perspective can interpret the implications of these for learning, identity and practice. This paper focuses on the hegemony of secondary hospitalbased care, over community-based primary care. We have deliberately not examined relationships between secondary care specialties here, although this represents a further area of interest (for example, psychiatry might be considered a further medical paradigm). Secondly, in the contexts of the UK and Ireland, general practice is synonymous with primary care, and we have used these interchangeably at the same time acknowledging that other forms of primary care, facing many of the same challenges, exist in other countries. CONCLUSION We have argued that primary and secondary care medicine are two paradigms locked in historically constructed and culturally maintained conflict, with secondary care occupying a hegemonic position of higher status. The interface between them is important in terms of both delivery of patient care and the training of junior doctors. We have outlined the potential impact of paradigm conflict on recruitment, retention and professional identity development. We suggest that improved visibility of primary care across the continuum of medical training is crucial to achieving a more equitable position for the benefit of patients and learners. In order to produce primary care physicians who can manage uncertainty, complexity and relational care, it is vital that primary care is properly represented and understood at all levels of education. Returning to a sociocultural perspective, the FWs of primary and secondary care medicine should be at parity, so that those entering the profession can choose between two different, but equally well regarded, ways of knowing and practising medicine.
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